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$ 000 Initial Comments S 000

This Statement of Deficiencies was generated as
a result of a State Licensure focused survey and
complaint investigation conducted in your facility
on 12/15/08 and finalized on 12/17/09, in
accordance with Nevada Administrative Code,
Chapter 449, Hospitals.

Complaint #Nv00023029 was substantiated with
deficiencies cited. Refer to Tag S0310.

Complaint #Nv(00022959 was substantiated with
deficiencies cited. Refer to Tag $523 !
Complaint #NV00023701 was unsubstaniiated.
Complaint #NV00023842 was unsubstantiated.
Complaint #NV00023042 was unsubstantiated.

A Plan of Correction (POC) must be submitied.
The POC must relate to the care of all patients
and prevent such occurrences in the future. The
intended completion dates and the mechanism(s)
established to assure ongoing compliance must
be included,

Monitoring visits may be imposed to ensure
on-going compliance with regulatory
requirements.

The findings and conclusions of any investigation

by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,

actions or other claims for refief that may be \
available to any party under applicable federal, \\
state or local laws. W

The following regulatory deficiencies were
identified:

The £ ilit i d the 7-Ste
S 105 NAC 449.322 Housekeeping Services S 105 e facility reviewed the P
§8=E cleaning process with all EVS

1. A hospital shall establish organized ‘employees, including but not limited

If deliciepcie’s are cnted an appro ed plan obcorrectlon must be ur ed wnlhm 1 days after receipt of this statement of deficiencies.
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8. All medical records must document the
following information, as appropriate:

{e) Properly executed informed consent for ali
procedures and treatments specified by the

il
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$310 Continued From page 7 ' $1310 were re?lewed -w1th all clinical . .
| staff via huddles, huddle communication
accurate as related to the condition of the patient. | books, and direct conversation with
. o . | emphasis on pain management
This Regulation is not met as evidenced by: assessment and re-evaluation.
Based .on 1'nterwew, poltcy.rewefw. and review Of. Responsible persons: Clinical unit
the patient's chart the facility failed to ensure pain Manager/Director and Clinical Nurse
assessments were done per hospital policy for 9 .
one of 19 patients (patient #17). Supervisoxs.
Date of Completion: 2/5/10
Severity: 2 Scope: 1
Complaint #NV00023029
S 340 NAC 449.363 Personel Policies S 340 The policies and practices for
58=F gurveillance and testing of employees
5. The hospital shall ensure that the heaith for tuberculosis were reviewed and
records of its employees contain documented revisions are being made to bring the
evidence of surveillance and testing of those facility into compliance with Chapter
employees for tuberculosis in accordance with k&, 441A of NAC.
Ch",‘lpter 441A0f NAC' . Responsible Person: Employee Health
This Regulation is not met as evidenced by: : Nurse
Based on record review, interview and policy i $ 4] pate of Comoleti 2/12/10
review, the facility failed to ensure 5 of 20 1[! ate of Lompletion:
employees met the requirements of NAC 441A
concerning tuberculosis (TB). (Employees #10, !
#11, #13, #18 and #19)
1. The files for Employees #10, #11, #13, #18
and #19 did not meet the annual one-step TB
skin test requirements, in accordance with NAC
441A.375.
Severity, 2 Scope: 3
$ 523 NAC 449.379 Medical Records The patient identified has been
58=D discharged prior to the survey and

$ 523 [
ﬁ it is not peossible to address this
particular patient. All patient have

the potential to be affected by this
practice.
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$523 Continued From page 8 8523 The policy related to informed

consent was reviewed and no revisions

medical staff, or federal or state law, as requiring were required. Review of the policy

written patient consent.

This Regutation is not met as evidenced by:
Based on observation, staff interviews, record
review and document review, the facility failed to

was completed by use of twice daily
huddles, huddle communication boocks,
and direct conversation at staff

obtain written patient consent for admission and a meetings. In addition, a FAQ was
medical procedure for 1 of 19 patients (Patient distributed to all clinical staff
#18). which further defined who, when, and
how an informed consent is obtained.
Severily: 2 Scope: 1 Admitting staff will also be included

. in this education process due to need
Complaint #NV00022959 to obtain consent for admissicon and
treatment.

Respongsible Person: Unit Managers/
Directors, Clinical Nurse Supervisors,
Admitting Manager

Date of Completion: 2/5/10

if deficiencies are cited, an approved plan of correction must be returned wilhin 10 days afler receipt of this slatement of deficiencies.
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